To the Editor,
The Airtraq Ò laryngoscope (Prodol Meditec S.A., Biscay, Spain) is a new disposable optical laryngoscope with the ability to provide a full view of the glottis without the necessity to align oral, pharyngeal, and laryngeal axes. This device has been used successfully for orotracheal and nasotracheal intubation (NTI) in an uncomplicated or difficult airway. [1] [2] [3] [4] Also, a mannequin study suggests that the Airtraq Ò laryngoscope offers potential advantages over standard direct laryngoscopy for NTI. 5 However, when NTI is performed with the Airtraq Ò laryngoscope, we find that difficulty in directing the tube tip into the visualized glottis is a common problem. Here, we report our experience using a cuff inflation technique to address this issue.
After local ethics committee approval and written informed consent, we recruited 72 patients (29 males and 43 females) into the study. The patients, ASA physical status I-II and aged 18 to 51 yr, were scheduled for elective oral and maxillofacial surgery under general anesthesia with NTI to optimize the surgical approach. Exclusion criteria included patients with a known or predicted difficult airway and those with a history of severe nasal trauma and recurrent epistaxis. In this study, we used the Portex Ò polar preformed cuffed nasotracheal tubes with inner diameters of 7.0 and 6.5 mm (Portex, Keene, NH, USA) for male and female patients, respectively. Prior to NTI, the patients' nasal passages were prepared with vasoconstrictor and water-soluble jelly. All tracheal intubations were performed by an anesthesiologist (F.S.X.) who had been trained on the use of an Airtraq Ò laryngoscope in a shortterm airway management program and who had performed the NTI using this device in more than 20 patients prior to this study.
After anesthesia induction and establishing mask ventilation, a nasotracheal tube was inserted via the preselected nostril until the tube tip passed through the posterior naris. Next, an orotracheal Airtraq Ò laryngoscope was passed into the patient's mouth over the tongue in the midline. After the distal end of the Airtraq Ò laryngoscope was positioned in the vallecula with the glottis in the centre of the viewfinder, the nasotracheal tube tip was advanced and guided toward the glottis. If the tube tip failed to be aligned with the glottis, the tube was withdrawn until the cuff was below the distal end of the Airtraq Ò laryngoscope. At this position, an assistant slowly inflated the cuff with a 20 mL syringe until the tube tip was aligned with the visualized glottis under direct vision on the viewfinder (Figure 1) . Then, the tube was re-advanced an additional 1.0 to 1.5 cm to pass the glottis. Subsequently, the cuff was deflated and the tube was inserted into the trachea until the cuff was 2 cm below the glottis.
Nasotracheal intubation was successful in 49 of the 72 patients at the first attempt without cuff inflation. However, in the remaining 23 patients, the nasotracheal tube tip could not be brought into alignment with the glottis during the initial intubation attempt. Sixteen of the 23 incorrect tube tip locations were posterior tip positions and seven were lateral tip positions. By inflating the cuff in these cases, the Fu S. Xue and Jian H. Liu are contributed equally to this work.
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Ò laryngoscopes used in this manuscript are purchased retail from manufacturers, and no author has any financial support or potential conflicts of interest for this work. nasotracheal tube tip was directed satisfactorily toward the glottis and NTI was successfully completed. The air volume required for cuff inflation was 12.5 ± 3.2 mL with a range from 8-18 mL. The intubation times (defined as the period from the initial insertion of the tube to the start of ventilation through the tube) in patients without and with cuff inflation were 20.3 ± 6.8 sec and 27.5 ± 7.2 sec, respectively.
We observed through the viewfinder that cuff inflation could produce upward and central movements of the nasotracheal tube tip to align with the glottis located in midline. Also, since the inflated cuff was below the distal end of the Airtraq Ò laryngoscope, there was no noticeable interference with the continuous observation of the glottis through the viewfinder ( Figure 1A , inset). Our experience suggests that cuff inflation is a simple and effective measure to correct the posterior and lateral tube tip positions during NTI using the Airtraq Ò laryngoscope. However, though it is rare and not encountered in our case series, this technique may be ineffective in locating the anterior of the nasotracheal tube tip. Fig. 1 The cuff inflation technique to overcome the incorrect tube tip location during nasotracheal intubation using the Airtraq Ò laryngoscope. A The schematic diagram. The inset on the top right hand side shows that the inflated cuff is below the distal end of the Airtraq Ò laryngoscope and does not interfere with continuous observation of the glottis through the viewfinder. B Clinical procedure of nasotracheal intubation using the Airtraq Ò laryngoscope
